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SCARLET FEVER AND RELATED STREP- 
TOCOCCAL INFECTIONS* 


ERNEstT L. STEBBINS, M. D., 
New York, N. Y. 


It is doubtful if a more controversial sub- 
ject could have been chosen than that which 
I have been asked to discuss today. The gen- 
eral conception of scarlet fever and its rela- 
tionship to other infections with beta hemoly- 
tie streptococci has changed considerably in 
recent years and indeed the disease scarlet 
fever itself has changed considerably within 
the past fifty years. Before discussing the 
more controversial aspects of these infections 
it might be well to review briefly their his- 
tory. 

Searlet fever is the only streptococcal in- 
fection for which morbidity records are avail- 
able and in so far as ean be determined there 
has been no great change in its prevalence 
since records have been kept. There has, how- 
ever, been a marked change in the severity 
of the disease. When first distinguished from 
other illnesses in the latter part of the 17th 
eentury, scarlet fever was considered a very 
mild disease. There have been, apparently, 
several distinct cycles in which the disease 
became severe, only to revert to the mild form 
again. 

In the United States searlet fever appar- 
ently reached a peak of severity during the 
last half of the 19th century and has steadily 
become less severe up to the present time. In 
those areas where comparisons can be made 
there has been a decrease in the case fatality 
rate of about 95% during the past 75 years. 
In other words, the ratio of cases to deaths 
has changed from approximately 5 to 1, to 
120 to 1. 

The decrease in mortality from scarlet 
fever, as shown by Ramsey’ has not been uni- 
form throughout the country. There has 
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been a marked decrease in the mortality rates 
in the northern states but relatively little 
change in the southern states, at least during 
the past 20 years. Ramsey also showed that 
the decrease in mortality has been more 
maiked in urban areas than in rural areas. 
There seems to be no obvious explanation of 
the differences in the trend in different parts 
of the country. It has been suggested that 
the more general use in the northern states of 
scarlet fever anti-toxin in the treatment of 
the disease and of the toxin as an immunizing 
agent might account for the differences that 
have been observed in these different areas. 
It should be noted, however, that the down- 
ward trend was well established before the 
development of either of these agents, and 
has not been materially accelerated since 
their introduction. 


There is little evidence of change either in 
prevalence or in severity of the other mani- 
festations of streptococcal infection. Wessel- 
hoft? showed that according to the reeords 
of the Metropolitan Asylums Board Hospitals 
in London from 1897 to 1914, in spite of wide 
fluctuations in the incidence of scarlet fever, 
the incidence of otitis media remained almost 
constant. Mortality reports in general indi- 
cate no decrease in otitis media at all com- 
parable to the decrease in mortality from 
scarlet fever. Puerperal sepsis, as measured 
by mortality records, decreased during the 
early part of the 20th century and then re- 
mained constant, or showed slight increases 
prior to the advent of sulphanilamide. It 
would be extremely hazardous to attempt a 
prediction of future trends in any of the 
streptococcal infections, but it certainly 
seems within the realm of possibility that 
scarlet fever may again assume a role of im- 
portance as a cause of death. For this reason, 
if for no other, continued efforts to develop 
means of prevention or amelioration seem 
important. : , 
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Any discussion of preventive measures or 
therapeutic measures immediately involves 
one in the controversial subject of the speci- 
ficity of the etiological agent concerned in the 
various streptococcal infections. ‘There is 
quite general agreement that scarlet fever is 
caused by streptococci capable of producing 
characteristic beta hemolysis on blood agar 
and that the organism falls into Lancefield’s 
precipitin group A. The Dicks* in 1923 were 
able to produce scarlet fever in human volun- 
teers by swabbing the throat with cultures of 
streptococci showing these characteristics and 
which were known to have been associated 
with clinical scarlet fever. The strains with 
which they were inoculated produced erythro- 
genic toxin which unquestionably was respon- 
sible for the toxic manifestations of the dis- 
ease, particularly the rash. This ability of the 
organism to produce erythrogenic toxin has, 
however, been observed in many non-scarla- 
tinal strains. It is also of interest that of the 
volunteers whose throats were swabbed with 
eultures known to be capable of producing 
typical scarlet fever, some developed angina 
with fever, indicating a successful invasion 
by the organism although they did not de- 
velop a rash-or other evidence of the toxic 
effects of the infection. In view of subsequent 
observations, it seems probable that these in- 
dividuals possessed at least some degree of 
anti-toxie immunity which was sufficient to 
prevent the development of the typical searlet 
fever rash, but did not prevent invasion of 
the tissues by the organism. 

Kirkbride and Wheeler* have shown that 
there is considerable variation in toxigenic 
activity of strains of streptococci isolated 
from scarlet fever as well as those isolated 
from other streptococeal infections. It would 
seem, therefore, that toxigenic activity cannot 
be considered as an indication of specificity 
of strains encountered in the different types 
of streptococcal infection. 

Considerable progress has been made in the 
serological classification of the various strains 
of streptococci associated with human infec- 
tions during recent years. By means of pre- 
cipitin reactions Lancefield® was able to show 
that a large group of strains associated with 
human infection of various types had certain 
characteristics in common. This group she 
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classified as group A as distinct from other 
groups largely non-pathogenic for man. She 
showed that by a relatively simple serological 
test the human pathogenic varieties could be 
broadly differentiated from the non-patho- 
genie. Griffith®, more recently, was able by 
absorbed agglutinin technique to demon- 
strate some thirty distinct types, all but a 
small number of which also fell into Lance- 
field’s group A. Some twenty of the Griffith 
serological types have been shown to be asso- 
ciated with typical scarlet fever, some much 
more frequently than others. These same 
types, however, have been found in tonsilitis, 
septic sore throat, erysipelas, otitis media, 
and other non-searlatinal infections. 

Clinical observations in common source 
outbreaks, in which it can be reasonably as- 
sumed that the infections were the result of 
exposure to a single strain of the infecting 
agent, appear to shed some light on the rela- 
tionship of searlatinal and non-scarlatinal 
strains of streptococci. During recent years 
in New York state a number of milk-borne 
epidemies of streptococeal infection have been 
closely studied. These epidemics have been 
classified either as outbreaks of scarlet fever 
or as epidemies of septic sore throat depend- 
ing upon whether the typical searlatinal rash 
was observed in any considerable proportion 
of cases. Approximately 1500 infected indi- 
viduals were observed. The clinical manifes- 
tations in these eases, regardless of the gen- 
eral classification of the epidemic, were strik- 
ingly similar, with the exception of the pres- 
ence or absence of the scarlatinal rash and 
desquammation. Without exception severe 
sore throat was a primary symptom. Fever 
was usually present and ranged from 100° F. 
to 104° F. The throat was almost invariably 
red and usually edematous. A _ punctuate 
rash was frequently seen on the palate, both 
in epidemics classified as scariet fever and in 
those classified as septic sore throat. Inflam- 
mation of the tonsils was observed as fre- 
quently in epidemics of scarlet fever as in 
those classified as septic sore throat. In th 
epidemics classified as scarlet fever a typica. 
searlet fever rash was observed in approxi 
mately 60% of the cases, and as might be ex 
pected, the rash was observed more frequent!: 
in children than in adults. Eighty per cen 
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of the scarlet fever patients under 15 years of 
age developed the rash, as compared with 
50% of those over 15 years of age. The rash 
was almost invariably followed by desquam- 
mation, but desquammation was rarely ob- 
served except in those individuals in whom 
an extensive rash had been observed. Those 
patients developing a scarlatinal rash were 
clinically indistinguishable from _ sporadic 
eases of scarlet fever or those observed in 
epidemics spread by contact. Cases in which 
no rash was observed occurring in epidemics 
classified as scarlet fever were clinically indis- 
tinguishable from cases occurring in ep)i- 
demies of septic sore throat. The scarlet fever 
cases who did not develop a rash and the cases 
of septic sore throat were clinically indistin- 
cuishable from the type of cases frequently 
seen in the absence of any epidemic and 
usually diagnosed as severe tonsilitis or strep- 
tocoeeal tonsilitis. 

An opportunity was afforded in the study 
of these epidemics to observe patients over a 
period of time and to observe the. complica- 
tions that developed in both types of infec- 
tion. Approximately 25% of the patients 
seen in each epidemic, regardless of predomi- 
nance of scarlatinal rash developed one or 
more serious complications. The complica- 
tions most frequently observed were arthritis, 
rheumatism, otitis media, mastoiditis, quinsy, 
cervical abscess, nephritis, pneumonia, sinusi- 
tis and erysipelas. A significant portion 
of the cases in each study did develop these 
other types of infection which have been 
claimed to be specifie types of infection and 
the organisms having a definite specificity. 
The same complications were observed in all 
of the epidemies and each of the complica- 
tions occurred with approximately the same 
frequency whether associated with a scarla- 
tinal rash or not. There were 16 deaths among 
the 806 eases of scarlet fever and 8 deaths 
among the 723 eases of septic sore throat. 
Complications were given as contributory 
causes of death in 12 of the 16 deaths occur- 
ing in eases in which the disease was clinic- 
ally classified as searlet fever. Of the 8 deaths 
in individuals suffering from septic sore 
throat all were in individuals who developed 
complications of the original infection. 


It has been assumed that an attack of sear- 
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let fever produces immunity to subsequent 
infection with the same or similar strains of 
the infecting agent. Repeated typical attacks 
of scarlet fever are relatively rare. Observa- 
tions in common source outbreaks of strep- 
tocoeceal infection, however, seem to indicate 
that this immunity is more apparent than 
real. In a number of common source out- 
breaks it has been apparent that a previous 
attack of streptococeal infection diagnosed as 
scarlet fever produced little or no immunity 
to subsequent infection. However, the sub- 
sequent infection did not as a rule result in 
the production of a rash ever though the in- 
fection was with a good toxin-producing 
strain, indicating that there was immunity 
only to the erythrotoxin or rash producing 
factor. 


It is generally agreed that an attack of 
scarlet fever usually results in reduced skin 
sensitivity to erythrogenic toxin and the Dick 
test has been demonstrated to be a reasonably 
adequate measure of anti-toxic immunity. 
It has also been shown that skin sensitivity 
to so-called searlatinal toxin decreases with 
age even in the absence of known history of 
clinical scarlet fever, indicating the produc- 
tion of anti-toxie immunity through sub-clin- 
ical infection with erythrogenic toxin pro- 
ducing organisms. 


We have been able to skin test considerable 
numbers of individuals having suffered from 
streptococcal infection in common source out- 
breaks classified either as scarlet fever or 
septic sore throat. It has been found that fol- 
lowing infection with strains of an organism, 
infection with which results in a high propor- 
tion of eases characterized by a typical rash, 
there is a marked decrease of skin sensitivity. 


In those individuals suffering from strep- 
tococeal infections in which rash was not a 
frequent observation very little change in the 
skin sensitivity has been observed following 
the illness. This would seem to indicate con- 
siderable difference in toxin-producing prop- 
erties of the different strains involved, wheth- 
er they are strains associated with clinical 
scarlet fever or with the other types of in- 
fection. 


Another evidence of anti-toxic immunity 
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derived. from previous expericnee with the 
toxin-producing strains of streptococci is the 
close parallel between the age distribution of 
skin senstivity as measured by the Dick test 
and the age distribution of scarlet fever rash 
in epidemics of searlet fever. Approximately 
7500 individuals were skin tested with a toxin 
of the New York 5 strain in communities in 
New York state in which the incidence of 
scarlet fever was not and. had not recently 
been high. It was found that the percentage 
of positive skin reactors decreased consist- 
ently with increasing age and that this de- 
erease in skin sensitivity was closely paral- 
leled by the decrease in the appearance of the 
typical searlatinal rash in epidemics of scarlet 
fever. This observation would seem to be addi- 
tional evidence that the appearance of the 
searlatinal rash in infections with organisms 
eapable of producing searlet fever depends 
upon the individual’s anti-toxiec response to 
previous infection. 


CONCLUSIONS 

Clinical, bacteriological, immunological and 
epidemiological evidence all seem to indicate 
that scarlet fever is not a distinct entity but 
that at the present time at least, it is one of 
the less important manifestations of infection 
with the general group of streptococci asso- 
ciated with a large group of disease processes. 
It seems most probable that host reaction to 
infection depends upon a number of factors. 
Important among these factors are: 

1. Characteristics of the particular strain 

of the infecting agent. 

2. The portal of entry of infection. 

3. Previous streptococcus experience of 

the host. 

If this conception of scarlet fever and other 
streptococeal infections is to be accepted, and 
the evidence does not, in my opinion, justify 
any other conception, present methods of pre- 
vention and treatment need radical revision. 
Isolation of scarlet fever is no more important 
than isolation of tonsilitis, pharyngitis, or 
possibly otitis media of streptococcal origin. 
If a satisfactory artificial immunity is to be 
produced an anti-bacterial as well as an anti- 
toxic immunity must be the ultimate aim, and 
in view of the multiplicity of strains involved 
any antigen used for immunization must have 
a broad valence. It should also be borne in 
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mind that biological therapy, to be of general 
usefulness, must combine anti-bacterial with 
anti-toxic properties and be either type spe- 
cific or of multiple valence. 
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DISCUSSION 

PRESIDENT BARNES: Thank you, Dr. Steb- 
bins. 

At this time I would like to ask’ Dr. Cam- 
eron to discuss Dr. Stebbins’ paper. I will 
present Dr. Cameron to the Society as a new- 
ly appointed Executive Secretary of the 
State Board of Health. Dr. Cameron. 

Dr. EDWIN CAMERON (Dover): Because of 
the lateness of the hour I would like to con- 
fine my discussion solely to complimenting 
Dr. Stebbins on his paper. 

I think that we can with a _ reasonable 
amount of assurance look forward to a possi- 
bility of the return of a much more virulent 
strain of searlet fever organism than we now 
encounter. We always have been aware of the 
gradual and very marked decline in the viru- 
lence of the attacks of scarlet fever. 

From a practical public health point of 
view, while searlet fever itself does not ac- 
count for a high mortality among the people 
who have it, at the same time it is one of our 
most perplexing problems in regard to the 
control of the disease. Diagnosis is not al- 
ways clear, and in addition to that, of course, 
we have school authorities to contend with 
who dislike very, very much our diagnosing 
and attempting to ‘control scarlet fever 
through isolation. 

I think I will conelude by thanking Dr. 
Stebbins; and again let me compliment you 
on your paper. 

Dr. G. J. Bornes (Wilmington): I would 
like to ask Dr. Stebbins what importance he 
attaches to a Schultz test and whether h: 
would isolate a septic sore throat case as muci: 
as he would the searlet fever case; anc 
whether there is any method he uses to differ- 
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entiate between a septic sore throat with a 
very mild rash and a scarlet fever case with- 
out a rash—would he attempt any differen- 
tiation ? 

Dr. STEBBINS: As to the question regarding 
the Sehultz-Charlton reaction, that is ob- 
viously, I believe, merely a reaction of toxin 
with antitoxin, and if you inject antitoxin it 
neutralizes the toxin and you get a blanching 
of the rash. I don’t think that in itself it is a 
specificity of the organisms or of the toxin. 
The antitoxin used in the test is almost al- 
ways of a multivalency. We in New York 
state use an antitoxin produced of the New 
York 5 strain which we know is effective in 
neutralizing the toxin of at least 15 different 
Griffith serological strains. So it is not sur- 
prising that the injection of the antitoxin into 
the skin will blanch the rash produced by the 
toxin. 

As to the differentiation of mild scarlet 
fever and septic sore throat, the cases that 
we have seen have been entirely comparable 
in every respect, except the presence or ab- 
sence of the rash. The complications are of 
the same nature, and of the same frequency. 
In the group that we have studied there has 
been a considerably higher case fatality rate 
in searlet fever than in septie sore throat. 
But that difference is not of statistical sig- 
nificance, I believe. The fatality rate in both 
types of infection where the cases have been 
followed over a period of time and we know 
of the development of other streptococcal 
complications has been many times higher 
than the fatality rate in sporadic eases, or re- 
ported cases, where there has not been that 
continued followup. We believe that is 
merely an expression of the missed diagnoses, 
that is, a patient has searlet fever and is re- 
ported as scarlet fever and develops some 
obviously related complication ; and yet there 
is sufficient time following the original attack 
so it is not attributable to the scarlet fever. 

We think the fatality rate that has been 
observed in these epidemics, while it may be 
influenced by the fact that in a common 
source outbreak frequently the patient gets 
a much larger slug of the infecting material, 
is higher than the figures would indicate. 

As to the question of the isolation of the 
other manifestations of the streptococcal 
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infection, I do not believe we can justify any 
difference in the isolation precautions for any 
of these. It is obvious that you ean contract 
scarlet fever from contact with a ease of 
otitis media. It has happened repeatedly. 
Gordon in Detroit has shown through a long 
experience that a large proportion of the 
searlet fever came into a hospital there from 
people contracting that infection. In people 
not having scarlet fever they have discovered 
sources of infection. In the average case of 
searlet fever less than one in ten ean be 
shown to have eontracted it through direct 
contact with searlet fever. Carriers undoubt- 
edly play an important role, but the carriers 
of all of these different strains of organisms 
apparently have approximately the same 
ability to produce scarlet fever as any one of 
the others, and we have seen typical scarlet 
fever contracted from what has been diag- 
nosed as septic sore throat, just streptococcal 
tonsilitis, or severe tonsilitis. 


OTITIS MEDIA 
JAMES E. Marvin, M. D.,* 
Laurel, Del. 

Otitis media is frequently seen by the gen- 
eral practitioner as well as by the otologist. 
Prompt recognition and early treatment pro- 
duce quick relief of pain, shortening of the 
period of disability, and prevention of se- 
quellae. Of all the pains we mortals are 
given to earache must be near the top of the 
list in intensity. The old methods of allow- 
ing the eardrum to rupture spontaneously 
or with the help of tobacco juice, leeches, et- 
cetera, have given place to more modern and 
effective methods. Days and weeks of linger- 
ing illness, fever, and frequent nights of pain 
are now prevented by early treatment. Sta- 
tistics of morbidity, mortality, and compli- 
eations have been radically revised in the 
last few months. Sulphanilamide and sulpha- 
pyridine have drastically reduced the number 
of operations for mastoiditis which formerly 
followed otitis media. The profession awaits 
with interest the place other new sulpha 
drugs will take in treating otitis media. 





The first type of otitis media I wish to con- 
sider is one which gets less than its deserved 
amount of attention: 





*Read before the Medical Society of Delaware, Reho- 
both, September 10, 1940. 
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AcuTE SEeRous CATARRH OF THE MIDDLE EAR 


It is the most common disease of the middle 
ear yet one which is seldom recognized. This 
condition usually follows inflammation of the 
eustachian tube which closes, or may be due 
to pharyngeal stricture of the eustachian 
tube. At any rate the air of the middle ear 
is resorbed, and the drum is retracted. If 
there is a negative pressure in the middle ear, 
mucus is aspirated from glands of the eusta- 
ehian tube, or a transudate from the blood 
vessels of eustachian tube. 

Symptoms are very significant: 

1. Sudden onset of deafness. 

2. Patient complains that his own voice 
bothers him, makes him nervous to 
talk, and that his voice makes an echo. 
Dependence of hearing on position of 
head—if fluid goes away from window 
the hearing is better. 

Feeling of fullness in ear. 

Itching in ear. 

Pain around ear, especially in the sul- 
cus between the mandible and sterno- 
eleidomastoid muscle. 

7. Mild dizziness and tinnitus. 

The ear drum is usually retracted, glisten- 
ing, and yellowish or brownish in color. The 
fluid may not fill the middle ear, when the 
lower part may be yellowish and the upper 
part bluish. If the middle ear is not full 
there may be a level line which changes with 
movement of the head. If the cellar is very 
deep, fluid may not show because it may not 
reach the drum. In such a ease only a re- 
tracted glistening drum is seen. Acute serous 
eatarrh of middle ear frequently recurs and 
adhesions form which divide the middle ear 
into spaces. In this ease there may be more 
than one cone of light. 

Treatment—Air inflation without catheter 
by the Politzer method will remove the fluid 
and restore the hearing, if fluid is serous. If 
mucus is present, then it is necessary fre- 
quently to do a myringotomy, and blow out 
the fluid by the Politzer method. It is very 
important to pay careful attention to the 
nasopharynx. Adenoid hypertrophies are to 
be removed, especially if there are encroach- 
ments on the openings of the eustachian tubes. 

AcuTE OTITIS MEDIA 
This condition is frequently seen in in- 
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fants, children and adults. It is often bilat- 
eral in infants because of the shortness and 
large caliber of the eustachian tubes. Otitis 
is a pure infection caused by streptococci, in- 
fluenza bacilli, diplocoeei, and pneumococci. 
An uncontaminated culture may be taken 
through a micropipette drawn to a very small 
point, and introduced through the unbroken 
ear drum after sterilizing the external ear 
eanal by the use of tincture of metaphen or 
some similar antispetic. If the pipette with 
a rubber bulb is not handy, then the blade 
of the knife which is used for myringotomy 
may be used to inoculate a tube of liquid 
media which is then ineubated in the usual 
way. A culture taken from the ear canal 
after myringotomy or when the ear is dis- 
eharging is of very little value because of 
eontamination. Staphylococci alone usually 
are not found in the middle ear cavity. 

The uneomplicated streptocoecie otitis usu- 
ally starts with pain which is sticking in ehar- 
acter but not severe at first. Hearing is di- 
minished slightly and tinnitus is present but 
not marked. There is slight dizziness, but 
fever may be absent in the early stages. The 
eardrum is red over the malleus at first. In 
a few hours the whole drum becomes red and 
is covered with white spots. Landmarks of 
the drum become indistinct and finally oblit- 
erated. The drum then is bulging and macer- 
ated. There is now a yellowish serous exu- 
date behind the ear drum indicating a collee- 
tion of pus. By this time the pain is severe 
and fever may be high. Treatment in the 
first stage frequently will cause a subsidence 
of the condition. Phenol, 2%, and glycer- 
ine, 98% is warmed and dropped in the ear 
eanal in doses of two or three drops every 
two or three hours. Dry heat by infra-red 
lamp, electric pad, or hot water bottle is very 
comforting to the patient. Heat is so appre- 
ciated that the patient frequently burns the 
face or external ear, not realizing how high 
the temperature becomes. The patient should 
be in bed and should have general treatment 
for the cold which usually accompanies otitis 
media. 

Sulphanilamide is given in doses of ter 
grains every three or four hours for adults 
until definite improvement occurs or unti. 
the patient shows toxic effects from the drug 
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The dose is then reduced according to the in- 
dications mentioned above. 


Not to be forgotten is the attention to the 
nasopharynx. Ephedrine sulphate 1% in 
normal salt solution should be dropped in the 
nostrils with the patient in the lying position, 
having the head dropped over the side of the 
bed to insure the solution’s reaching the de- 
sired places. After waiting a few minutes an 
antiseptic solution such a argyro!, collargol, 
or neosilvol, is then dropped in the nostrils 
to act on the nasopharynx and openings of 
eustachian tubes. After a few hours of the 
above treatment the patient is relieved of 
pain (the fever has subsided) or the patient 
is worse and the ear drum is bulging. At this 
point the ear canal should be sterilized and 
under a general anaesthetic such as nitrous 
oxide, the ear drum is incised. The incision 
is made in the bulging portion of the drum 
which is usually the inferior and outer quad- 
rant. In infants, the drum is incised without 
any anaesthetic. If a general anaesthetic 1s 
contraindicated in an adult then a mixture of 
cocaine crystals, phenol and menthol in equal 
parts may be applied to the drum 10 minutes 
before the incision is made. This method has 
the objection of macerating the ear drum. 
After myringotomy the pain subsides in 
about one half hour and drainage becomes 
established. If the myringotomy was done 
early enough the discharge may be clear and 
of short duration. If myringotomy was de- 
layed the drainage is thicker and continues 
longer. Drainage may last from a few hours 
to two or three weeks. As a general rule if 
an acute otitis media has not stopped dlis- 
charging in three weeks a mastoidectomy will 
be necessary. After the myringotomy gen- 
eral treatment is continued as outlined above. 
Many patients remain ambulatory but quick- 
er recovery follows if the patient is in bed. 
The external canal may be irrigated with 
warm borie acid solution every three hours 
or often enough to prevent purulent material 
accumulating and obstructing the opening in 
the ear drum. Some men prefer a gauze wick 
to absorb the drainage instead of using 
irrigations. 

The external meatus should be touched 
laily with a 5% solution of silver nitrate to 
prevent the development of external otitis. 
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When the discharge becomes scanty after a 
few days, local treatments with a cold quartz 
applicator seems to be beneficial. 

While the ear is discharging it is impor- 
tant to continue attention to the nasopharynx 
as mentioned above. When the incision is 
healed an air inflation by the Politzer 
method is effective in clearing the middle ear 
cavity and restoring the hearing. 


After the myringotomy has been done and 
the culture is reported, then it is necessary 
to decide whether or not to continue the ad- 
ministration of sulfanilamide. If a strepto- 
eoccus hemolyticus is reported then the sul- 
fanilamide should be continued. If pneumo- 
ecoccus is present sulfapyridine should be 
used instead. In my experience and in the 
experience of numerous writers of articles 
published in recent medical literature, sulfa- 
nilamide has been given great praise in short- 
ening the course and preventing complica- 
tions in otitis media. 

Babeock of New York, in the August, 
1940, issue of Archives of Otolaryngology, 
questions the value of sulfanilamide by pre- 
senting a series of 103 eases about one half 
treated with sulfanilamide and the other 
half treated without. Most of the literature 
is overwhelmingly in favor of the use of sul- 
fanilamide and shows that complications are 
greatly reduced by its use. It is probably a 
little bit too early to decide entirely about the 
value of it because it is known that the com- 
plications vary from year to year and in dif- 
ferent localities. We seem to have fewer com- 
plications and fewer cases of mastoiditis in 
this section than they have in Philadelphia, 
or than they have in Wilmington, and New 
York apparently has more than they have at 
Philadelphia. 

In closing I wish to emphasize three points: 

1. The importance of early diagnosis. 

2. Myringotomy promptly after bulging 

of the drum appears. 

3. Sulfanilamide or sulfapyridine as part 

of the treatment. 

4. Attention to the posterior nasopharynx. 

DISCUSSION 

Dr. I. W. Mayersere (Dover): Dr. Marvil 
has presented this paper on acute otitis in 
such a thorough manner that it leaves very 
little room for discussion. His classifications 
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have been fine. In that serous or tubo type 
of acute otitis media, during the course of an 
acute infection, a doctor will call in an otolo- 
gist sometimes because he is on his tiptoes, 
and knows that an otitis media will probably 
develop. He looks in there and sees tne very 
red, fiery-looking drum. He doesn’t feel as 
if there is any bulging there, the child doesn’t 
complain of very much pain, but still the 
ear drum looks so congested, and it looks as 
if there is so much trouble in that ear that 
he will call upon the otologist to do something 
about it. I have found that these doctors 
seem a little bit disappointed sometimes if the 
otologist doesn’t recommend a myringotomy. 

I thoroughly agree with Dr. Marvil that 
myringotomy in that stage of the serous type 
of otitis does not need drainage. It will re- 
solve mainly on its own accord, as he says, 
inflation carefully done is the thing to do in 
that ease. After all, it is just a mechanical 
process. I try to picture that process in my 
mind as an automatic valve cutoff, and ecar- 
ried a little bit further it looks to me just 
like a floating ball in a toilet tank; as it 
reaches its level it will stop by itself. In 
other words, by closing the eustachian tube 
we have a negative pressure in the ear drum, 
we have transudation, but there won’t be any 
more exudate formed in that ear until you 
strike a level, and then the eustachian tube 
will open in a majority of the cases, and that 
is drained off or absorbed. 

Otitis media should be looked at as some- 
thing that is always dangerous. The complli- 
eations, if untreated, are sometimes very 
serious, and we should bend all our efforts to 
treatment. I believe, with the doctor, that we 
should use some sterilization in the shrinking 
process of the nasopharynx. I believe if sul- 
fanilamide is indicated that we should insti- 
tute that method. Sometimes adenoids in the 
postnatal space itself are not a causative fac- 
tor because they don’t press upon the eusta- 
echian orifices. They make pressure on the 
veli palatini muscle that keeps the eustachian 
tube from opening as it should properly. 

I don’t know about the use of sulianila- 
mide. I am using it, and I am wondering if 
it is in the scope of this discussion of the acute 
condition for us to discuss a chronic condition. 
Should we continue to use the sulfanilamide 
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and the sulfapyridine in those cases produced 
by the pneumococci, and if we should con- 
tinue the process without surgical interfer- 
ence should we, as is our usual custom, keep 
tab by clinical symptoms and _ laboratory 
methods, or not? I am fond of Schilling’s 
differential white count as a guide. 

Dr. A. J. StTRIKOL (Wilmington): I have 
very little to say. In fact, I didn’t expect to 
get up and discuss the paper. It was well 
presented. 

Possibly I could add one more thing to it. 
Dr. Crowe of Johns Hopkins and his asso- 
elates are doing something that we haven’t 
been doing in Wilmington or in most of our 
cities. They are treating the nasopharynx, 
especially the lymphoid tissue around the 
orifice of the eustachian tube, which com- 
pletely or partially prevents drainage as 
well as aeration of the middle ear. If that 
isn’t done, quite often the child keeps get- 
ting worse, and a certain amount of impair- 
ment is produced, possibly a permanent im- 
pairment. Dr. Crowe has wonderful results. 
We have sent some of our cases down there 
and put them in their hands, and have had 
remarkable results. 

As far as the other treatment is concerned, 
sometimes I think even the ear men are doing 
more harm than good by putting various so- 
lutions in the ear. When you have a small 
perforation the size of a pinhead—and that 
cavity is a pretty good size in the middle ear 
—filled with mucopurulent secretion, and 
then put in some antiseptic like metaphen or 
aleoholic glycerin, I don’t know how much 
good it does. I doubt very much whether it 
does any. In fact, possibly it produces more 
irritation, sets up an inflammation, and pro- 
longs the condition. 

As far as the sulfanilamide is concerned, of 
course there are two schools at the present 
time. In my own hands in some eases the re- 
sults with sulfanilamide were excellent. I 
think the crux of the thing lies in early rec- 
ognition and treating the nasopharynx. In 
children, as the doctor said, the eustachian 
tube is short and of larger caliber, just like 
a tunnel, and the infection travels from the 
nasopharynx into the ear. That is why the 
more purulent it is the more liable it is to go 
into the middle ear. I think we ought to do 
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a little more cleaning out of the nasopha- 
rynx, not by putting various strong solutions 
in the nostrils but by gentle suction, capillary 
suction. Some of us know how adults blow 
their noses and get rid of that stuff, but chil- 
dren lie in bed with their noses filled and the 
nasopharynx completely blocked with muco- 
purulent secretion, and very little help is 
really given. I think the sooner we start to 
elean out that nasopharynx and treat the 
upper respiratory tract, the better. Nature 
takes care of the rest pretty well. 

I don’t think our antisepties are worth very 
much, except sulfanilamide or sulfapyridine. 
I think they do some good. 

As far as the mastoids are concerned, we 
don’t do as many mastoids, not only because 
of the sulfanilamide, but for other reasons. 
Most of the general men have otoscopes. A 
few years ago there were very few who had 
otoscopes and very few men looked in the 
ears. A child was treated for some other con- 
dition. Now they certainly are on their toes, 
and on our heels, especially the pediatricians. 
That is almost the first thing they do. They 
70 into the pediatric wards, and I think they 
spend a great per cent of the time looking in 
the ears, and rightly. I think we are prevent- 
ing complications where they occurred pre- 
viously. Because of the eustachian tube be- 
ing completely clogged, the infection goes 
back into the mastoid cells and because of im- 
proper drainage sets up an inflammation, and 
so forth—just a vicious circle, and we have 
to open it up in back to establish drainage. 

In children we did not do a complete mas- 
toidectomy, we do an antrotomy, really, re- 
move the cortex, make a hole in there, and 
gave nature a chance to drain it out. After 
all, we still have to depend on nature, not 
so much on drugs. Give nature the chance. 

Another thing: the children lie in bed 
right on their backs without changing their 
position, and of course the secretion is in the 
most dependent part, in_ the nasopharynx 
around the orifice of the eustachian tube. I 
think the child’s position should be changed. 
[ think that sometimes we keep the room too 
warm, too dry, with poor ventilation. I think 
a little exercise is a help, if not ont of bed, 
in bed; in other words, stimulate the ciliary 
action of the nasopharynx in getting the se- 
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eretion out of there. If you get it out of the 
nasopharynx you will have less trouble. 

I enjoyed the paper and the doctor cer- 
tainly has covered it very thoroughly. I think 
we are improving in our method of treat- 
ment. Thank you! 

Dr. E. R. MAyEerBEera (Wilmington): I 
thoroughly enjoyed Dr. Marvil’s paper and 
the special thought of his paper. There are 
two or three things I would like to discuss, 
though. The first is as to Dr. Marvil’s sug- 
gestion as to the treatment in the early cases 
of the serous otitis media. My feeling is that 
every serous condition has an underlying in- 
flammatory basis, and when you have an 
underlying inflammatory basis you usually 
have bacteria present somewhere. For that 
reason I feel that inflation of the eustachian 
tubes by any method, particularly the. Polit- 
zer method, is bad practice. 

In the first place, the Politzer method of 
inflation is a hit-or-miss method. It is almost 
impossible to get a child or young person to 
cooperate in the performance of that particu- 
lar method. You all- know what it is. Just 
for the moment I will briefly review it. It 
depends upon cooperation and coordination. 
You give the patient a sip of water and ask 
the patient to swallow while you blow air 
through the nose, with either a compressed 
air outfit or a Politzer bag. The average 
adult can do that, the average child or young 
person cannot. In the first place, they are 
scared to death when you start your treat- 
ment. In the second place, when the air 
comes they open their mouth and spit water 
all over. 

The second reason why it is not successful 
and should not be used is because nobody in 
the world can make that air go through one 
eustachian tube. If one ear is involved you 
certainly do not want to inflate both ears. 
Usually when the Politzer method’ is suecess- 
ful both tubes are inflated. The danger is, if 
there are organisms in the nasopharynx they 
may easily be blown through the eustachian 
tube into the other middle ear, and instead of 
having one otitis media you have a bilateral 
one. If the inflation method is to be used the 
Valsalva is the best method. 


Now as to treatment, I am so glad to hear 
Dr. Marvil supplement my own theory. 
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Paracentesis means a puncture of any organ. 
A paracentesis of the ear drum means that 
you puncture the ear drum, while a myringo- 
tomy means that you incise the drum. Myrin- 
gotomy should be done under general anes- 
thetic, particularly in young children. You 
eannot rely upon them to sit still or stand still 
while you do it. The slightest movement will 
misdirect your knife and great harm can be 
done to the ear structures, so a general anes- 
thetic like nitrous oxide or ether should be 
given, nitrous oxide for children over six 
and ether for those under six. 

The after treatment: it has been my feeling 
for years that more mastoids have been 
eaused by the irrigation of the acute ears 
than anything else. It is usually done by in- 
experienced hands, the solutions are carried 
into the canal under pressure, and the in- 
fected material is carried through the middle 
ear back into the mastoid cyst. A myringo- 
tomy gives you drainage and all that is 
necessary is to keep the canal clear. That is 
best done by using applicators with the long 
tapers of cotton to act as sponges, carrying 
that down in the canal, several of them, one 
after the other, and most of that heavy puru- 
lent material can be removed hy that method. 
Any drop that you want to use—it is imma- 
terial which one you use—can be applied, 
cotton kept in the ear, and can be changed 
frequently during the day. 

Cleanliness is our watchword in the treat- 
ment of these cases. Whoever has charge of 
the individual should be instructed to wash 
her hands first always, use alcohol on. them, 
and keep the cotton under sterile conditions, 
not to do as one trained nurse did in a ease 
of mine that had searlet fever. The child had 
an ear drum opened because of an acute 
otitis. I went in there one morning and 
found the mother erying. I asked what was 
the matter. 

‘‘Well,’’ she said, ‘‘I went into the child’s 
quarters and found the nurse actually using 
some cotton out of an old teddy bear that had 
been lying around on the floor two or three 
years.’’ She was using that in his ear. The 
mother always blamed the nurse because the 
child had to have a mastoidectomy a few 
days after that. So cleanliness is the watch- 
word. 
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As far as the incidence of mastoiditis goes 
there has been a noticeable decrease in the 
last two or three years. Whether it is because 
the pediatricians and the general physicians 
are making early diagnoses and are institut- 
ing treatment themselves or having someone 
else do it, I do not know. My feeling that the 
sulfanilamide is largely responsible for it. 
Instead of doing fourteen or fifteen mastoids 
in a season, last year I did four or five. And 
I want to say this: that every single one of 
those cases were from outside of Wilmington. 
That is one reason I say that I think sulfa- 
nilamide and the allied preparations had 
something to do with it, because the men in 
Wilmington are using these preparations.. 
Men in Maryland, Pennsylvania and New 
Jersey, where most of these cases came from, 
had not used any treatment. 

I know that at one of the Academy meet- 
ings last year Dr. Hauser of Philadelphia 
reported that in his group of eases sulfanila- 
mide had shown very little effect, but I be- 
lieve, as Dr. Marvil says, the individuals will 
show a different picture, that the administra- 
tion of these drugs early and the proper 
treatment of otitis media, surgically if neces- 
sary, will reduce the incidence of mastoiditis. 
Thank you! 

Dr. Marvi.: I think the discussion was 
very much in order. About the inflation: in 
my experience I have never seen a case where 
there was a spread of infection from one side 
to the other by the inflation method. It is 
true it is a hit-or-miss method, but all you 
have to do is to put a speculum in and look 
in the ear again, and you ean tell whether 
your first squeeze of air did the work, if you 
haven’t already had a otoscope or a tube in 
the child’s or the adult’s ear. If the first one 
didn’t work, you can use the second one; and 
as far as that goes, you usually don’t have to 
do anything, because the child says, ‘‘I can 
hear,’’ as soon as you get the middle ear 
clear. 

The other things I think were very much 
in order and I appreciate them very much 
I think they brought out points that I didn’t 
bring out, but since most of our men here do 
general practice instead of specialized prac- 
tice I didn’t go into the details so very much 
beeause I didn’t think it would be of interest 
to most of the men here. Thank you! 
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RE: Lire INSURANCE 

The question of physicians’ life insurance 
in time of war is one of vital importance to 
the practitioner and his family. The discus- 
sion in the state medical journals began in 
the New York State Journal of Medicine for 
July 15, 1940. The October issue of the 
Connecticut State Medical Journal made ref- 
erence to this New York editorial, to which 
the New York editor referred (November 1, 
1940) as follows: 


Our neighbor chides us editorially—in kindly 
fashion—for having ventured, in our military 
medicine issue, to raise some questions concern- 
ing the effect of peacetime mobilization on physi- 
clans’ insurance policies and programs. “The 
New York State Journal of Medicine, in an edi- 
orial entitled ‘Protecting Insurance in Wartime,’ 
nakes a venturesome expedition into a field in 
which more authoritative opinion may be ob- 
iained here in Connecticut.” One gathers the 





impression that the Connecticut State Medical 
Journal feels that we of New York have been 
carrying coals to Newcastle in the matter of in- 
surance, that the voice of experience and au- 
thority should emanate from Hartford, and that 
—in good time—it will. 

Continuing the subject, the New York edi- 
torial for February 15, 1941, says: 

Well, wm loco parentis, the Connecticut 
State Medical Journal spanks us again edi- 
torially in its January, 1941, issue, to wit: 


“The New York State Journal of Medicine has 
recently given prominence to the discussion of 
the physician’s life insurance in war time. In 
order to intercept any false interpretations or 
deductions a clarification of the subject is im- 
perative. The voice of experience and, may we 
add, of authority, which the New York editor is 
pleased to ascribe to us, should logically come 
from Hartford, the insurance center of the na- 
tion. The payment of all types of insurance pre- 
miums becomes a serious problem for either 
physician or layman in the event of military serv- 
ice. Insurance carriers of accident and health 
policies are ruling that such policies shall con- 
tinue in effect only provided that the insured re- 
mains within the United States or Canada, that 
he does not enter the air service, and provided 
that this nation does not engage in actual war- 
fare. Life insurance is, of course, only one of 
the serious financial problems facing physician or 
layman who enters military service. He may 
be encumbered with mortgage payments on his 
home, monthly installments on his automobile 
or gas refrigerator, or interest on financial loans. 
The pay of a first lieutenant or of a captain will 
undoubtedly fall far short of the necessary income 
to meet these obligations. 

“Our friends in New York commit a funda- 
mental error when they reason that to borrow on 
a life insurance policy represents the insured’s 
own money loaned back to him by the insurance 
company. A man does not borrow ‘his own’ 
money when he borrows on a policy, but, rather 
he enters into an agreement with the investment 
department of the insurance company whereby 
this same company agrees to invest some of its 
money with him, provided he pays interest for 
the use of it. This process is entirely compa- 
rable to the investment of money by the life in- 
surance company in real estate and in invest- 
ment securities, but in any event the company 
must realize a return on money invested in order 
to maintain solvency. Borrowing money from 
an insurance company by an individual is no 
different from borrowing money from a bank. 
In the second instance the bank requires collat- 
eral of securities, or other tangibles, while the in- 
surance company accepts a life insurance policy 
as collateral up to the amount of reserve which 
has accrued against the policy. 

“Automatic extension of insurance at the face 
value of the policy for a period dependent upon 
the amount of cash reserve in the policy has been 
suggested as a solution of the physician’s diffi- 
culties in meeting premium payments. The 
question is, why limit the moratorium to life 
and accident premiums? It could as fairly be ap- 
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plied to any current debt or obligation incurred 
by any individual who may become a part of the 
fighting forces of the United States. What would 
be the result upon the economic system. if such 
a procedure became legalized? Let us not forget 
that a life insurance policy may be paid for in 
full if the insured so desires. Furthermore, if a 
continuation of the payment of life insurance 
premiums is not desired for any policy, the in- 
sured is protected through paid-up insurance for 
100% value of all premiums paid up to the time 
of the cessation of premium payments and, 
therefore, no further premium payments need be 
paid. 

“Our neighbors from New York, ‘to provoke 
discussion of this subject,’ have suggested a 
transfer of insurance from private to government 
control. This invites the entrance of the govern- 
ment into the field of insurance. During World 
War I the government sold cigarettes at seven 
cents a package at army posts, while the same 
product was sold elsewhere at fifteen cents a 
package. How was the difference in selling 
price made up? How will the difference be- 
tween the premium charged for government in- 
surance and the actual cost of the insurance to 
the government be met? The answer, obviously, 
is by taxation toward which everyone con- 
tributes. How far do we wish to permit the gov- 
ernment to be projected into private enterprise? 
If it is going into business at all, why not into 
all fields? Can the government handle any busi- 
ness as efficiently as is possible under good pri- 
vate management? How great a degree of effi- 
ciency in business may one expect from the 
government when the results of lack of efficiency, 
lack of judgment, lack of foresightedness, and 
lack of honest endeavor can always be compen- 
sated for by an increase in taxes? Will the 
change of operating personnel under government 
control due to the change in administrations tend 
to keep the level of efficiency as high as under 
private enterprise? 

“It requires no deep study on the part of well 
informed citizens to realize the repercussions of 
the T. V. A. experiment where taxation is con- 
cerned. Private enterprise is based on the prem- 
ise, ‘be successful or you perish,’ and that is an 
impelling incentive for the achievement of suc- 
cess. Such an incentive would be non-existent 
under government control. Government se- 
curities do not in themselves yield sufficient in- 
come to insure the solvency of any insurance or- 
ganization. The government itself can make up 
this deficiency only by increased taxation, but 
the source of supply will fail if business is choked 
by a moratorium and the natural flow of money 
necessary to carry on all business is thereby re- 
duced. 

“There is most assuredly no novel or magic 
way of providing for life insurance premiums of 
those engaged in the business of military train- 
ing. The mysteries of the Aladdin-like legerde- 
main performances in Washington have long 
since been divulged. Financial] obligations, in- 
cluding life insurance premiums, cannot be sus- 
pended nor can protection exist for the physician 
only insofar as he pays for it. The hard way re- 
mains the only way for us, as for countless others 
in the disrupted world of today.” 


Delaware enters the discussion to ask, with 
all due humility, just one question: Is it not 
possible that our Connecticut confrere is in 
error, in Paragraph Two above? He infers 
that the premiums paid represent insurance 
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only. It is common knowledge that these 
premiums are ‘‘loaded,’’ and do represent 
Savings as well as insurance! If you want to 
know what insurance only costs, get the rate 
for term insurance—there is practically no 
loading here and the savings item is entirely 
eliminated. Then compare this rate with that 
for ordinary level premium life insurance— 
you'll be surprised! In fact, tue former, dur- 
ing the earlier age periods, is just about half 
the latter. 

So, when a policy holder borrows on his 
policy he literally is borrowing his own 
money—part of the loan represents savings 
that the insurance company has wrung from 
him in addition to the cost of insurance alone. 

We do not live in ‘‘the insurance center 
of the nation,’’ but we are not at all con- 
vineed that ‘‘our friends in New York com- 
mit a fundamental error.’’ We do not de- 
sire to have the New Deal take over the in- 
surance business—God forbid; but the im- 
pending investigation of the business may 
very well look into this matter of premium 
rates, to the considerable profit of some 
64,000,000 policy holders. 





The Directory Page in this issue shows 
three changes from that published in the 
January issue. These are in the Special 
Committees, appointed by the President, and 
are made to avoid duplication of personnel. 

The county and other societies are urged 
to send in their revisions immediately fol- 
lowing their elections. 





1941 John Phillips Memorial Award 


On the recommendation of the Committee 
on Fellowships and Awards, the Board of 
Regents of the American College of Physi- 
clans, by unanimous resolution, has voted 
that the John Phillips Memorial Medal for 
1941 be awarded to Dr. William Christopher 
Stadie, Associate Professor of Research Medi- 
eine at the University of Pennsylvania, Phila- 
delphia, for his significant contributions to 
the knowledge of anoxia, cyanosis and the 
physical chemistry of hemoglobin, and more 
especially for his recent studies on the subject 
of fat metabolism in diabetes mellitus. 
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SOCIETY—1941 
Meets Third Tuesday 
B. M. ALLEN, President, Wilmington. 
W. F. PRESTON, Vice-President, Wil- 
mington. 
C. L. HupispurG, Secretary, Wilming- 
ton. 
J. M. MESSICK, 
ton. 

Delegates: B. M. Allen, T. H. Baker, 
G. A. Beatty, W. E. Bird, E. M. Bohan, 
[ra Burns, J. J. Cassidy, C. H. Davis, 
L. B. Flinn, A. L. Heck, F. A. Hem- 
sath, C. L. Hudiburg, J. D. Niles, W. 
’. Preston, M. A. Tarumianz, G. W. 
Vaughan, N. W. Voss, C. E. Wagner. 

Alternates: D. D. Burch, L. J. 
Jones, J. W. Kerrigan, A. D. King, 
KE. G. Laird, W. W. Lattomus, W. H. 
Lee, C. M. Lowe, J. W. Maroney, C. C. 
Neese, J. C. Pierson, W. T. Reardon, 
S. W. Rennie, L. J. Rigney, M. F. 
Squires, VU. N. Stern, B. S. Vallett, 
R. O. Y. Warren. 

Board of Directors: B. M. Allen, 
1941; C. L. Hudiburg, 1941; L. J. 
Jones, 1941; N. W. Voss, 1942; C. E. 
Wagner, 1943. 

Board of Censors: O. 8. Allen, 1941; 
J. A. Shapiro, 1942; E. R. Miller, 1943. 


Program Committee: W. F. Preston, 
B. M. Allen, C. L. Hudiburg. 


Legislation Committee: M. A. Taru- 
mianz, I. M. Flinn, E. R. Miller. 


Membership Committee: lL. S Par- 
sons, Roger Murray, A. L. Hec 
Necrology Committee : G. W. K. 
Forrest, Elizabeth Miller, J. C. Pierson. 
Nomination Committee: L. J. Jones, 

N. W. Voss, ©. E. Wagner. 

Audits Committee: W. W. Latto- 
mus, Alex Smith, D. D. Burch. 
Public Relations Committee: L. B. 

“linn, J. J. Hynes, Grace Swinburne, 

i. G. Laird. 

Medical Economics Committee: W. 

i. Bird, W. S. Lumley, L. J. Rigney, 

‘ra Burns, A. J. Strikol. 


Treasurer, Wilming- 





SOCIETY—1941 
Meets the First Wednesday 
J. B. BAKER, President, Milford. 
I. W. MAYERBERG, Vice-President, 
Dover. 
B. F. Burton, JR., Secretary - Treas- 
wrer, Dover. 


Delegates: A. V. Gilliland, J. R. 
Beck, H. V. P. Wilson. 
Alternates: C. J. Prickett, S. M. 


D. Marhall, L. L. Fitchett. 
Censors: S. M. D. Marshall, R. W. 
Comegys, Wm. Marshall Jr. 


DELAWARE ACADEMY OF 
MEDICINE—1941 
Open 10 A. M. to 5 P. M. and 
Meeting Ivenings 
Lewis BR. Fuinn, President. 
W. F. Preston, First Vice-President. 


J. C. Pierson, Second Vice-President. 


W. F. Preston, Secretary. 
W. H. KRAEMER. Treasurer. 


Board of Directors: 8S. D. Town- 


send, C. M. A. Stine, W. S. Carpenter, 
H. F. duPont, A. L. Bailey, Mrs. 
Ernest du Pont, W. P. Allen, J. K. 
Garrigues. 
DELAWARE PHARMACEUTICAL 
SOCIETY—1941 
ALBERT DOUGHERTY and Harry S. 


KIGER, Honorary Presidents, Wil- 
mington. 

WILLIAM F. LONGENDYKE, President, 
Seaford. 


HvuGHETT K. MCDANIEL, First Vice 
President, Dover. 
EDWARD J. ELLIOTT, 
President, Bridgeville. 
Pauu C. Tiausn, Third Vice President, 

Wilmington. 

ALBERT BUNIN, Secretary, Wilmington. 
ALBERT DOUGHERTY, Treasurer, Wil- 
mington. 

Board of Directors: F. Longen- 
dyke, Seaford; W. E. aaa Wilming- 
tus H. P: ‘Jones, Smyrna; G. W. 
Brittingham, Wilmington ; A. H. Mor- 
ris, Lewes. 

Legislative Committee: Thomas Don- 
aldson, Chairman, Wilmington. 


Second Vice 


SOCIETY—1941 
Meets the Second Thursday 
G. M. VAN VALKENBURGH, President, 

Georgetown. 
CARLTON FOOKS, 

Frankford. 

F. I. Hupson, Secretary-Treasurer, 

Rehoboth Beach. 

Delegates: G. V. Wood, H. E. 
LeCates, A. C. Smoot, G. M. Van 
Valkenburgh. 

Alternates: C. M. Moyer, E. L. 
Stambaugh, J. R. Elliott, F. I. Hudson. 

Censors: LeCates, Bruce 
Barnes, A. C. Smoot. 

anrwo STATE BOARD OF 

EALTH—1941 

Stanley Weeden, M. PD., President, 
Dover; Mrs. Charles Warner, Vice- 
President, Wilmington; Bruce Barnes, 
M. D., Secretary, Seaford; W. H. 
Speer, M. D., Wilmington; Dr. J. D. 
Niles, Townsend, Del.; J. F. Maguire, 
D. D. S., Wilmington; Mrs. Elizabeth 
H. Martin, Lewes; Mrs. Caroline 
Hughes, Middletown; Edwin Cameron, 
M. D., Exec. Secy., Dover. 

DELAWARE STATE DENTAL 

SOCIETY—1941 
ABRAHAM GOBERMAN, President, Wil- 
mington. 
W. H. POWELL, First Vice-Pres., Wil 
mington. 
J. A. BOUNDS, 

Laurel. 

J. A. Casgy, Secretary, Wilmington. 
F. M. Hoopgs, Treasurer, Wilmington. 
C. F. PIerce, Librarian, Wilmington. 

Delegate to A. D. A.: P. A. Tray- 
nor, Wilmington. 

MEDICAL COUNCIL OF DELAWARE 

Hon. Daniel J. Layton, President; 
J. 8. McDaniel, M. D.; W. W. John- 
son, D. 

BOARD OF EXAMINERS, MEDICAL 
SOCIETY OF DELAWARE 

J. S. McDaniel, President and Sec- 
retary; Wm. Marshall, Assistant Secre- 
tary; T. H. Davies, O. S. Allen, W. 
E. Bird. 


Vice President, 


Second Vice-Pres., 
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DELAWARE ACADEMY OF MEDICINE 

Mrs. Ava Taylor Watson became librarian 
to the Delaware Academy of Medicine on 
September 1, 1933, and held this position to 
the day of her death, February 14, 1941. The 
suecess of the Academy has to a large mea- 
sure been due to Mrs. Watson’s untiring, 
whole-hearted, painstaking interest in the de- 
velopment of its library, and this stands as 
a monument to her memory. 

Mrs. Watson was born in East Market, a 
town in Dorchester County on the Eastern 
Shore of Maryland, on January 11, 1891. She 
received her A. B. degree from Western 
Maryland College, Westminster, Maryland, 
in 1911. She received her degree in Library 
Science from Drexel Institute, Philadelphia, 
in 1931. 

Before she undertook the organization of 
the library at the Delaware Academy, Mrs. 
Watson was associated with the Wilmington 
Public Library for a short time, and then 
with the Publie Library in Charlottesville, 
Virginia. She was also connected with the 


library of the University of Florida. 


The unexpected and untimely death of 
Mrs. Watson is a great personal loss to her 
many friends, and an inealeulable profession- 
al loss to the Academy. 


“The Foundation Prize” of the American 
Association of Obstetricians, Gynecol- 
ogists and Abdominal Surgeons 


(1) “The award which shall be known as ‘The 
Foundation Prize’ shall consist of $150.00.” 

(2) “Eligible contestants shall include only (a) 
interns, residents, or graduate students in Ob- 
stetrics, Gynecology or Abdominal Surgery, and 
(b) physicians (with an M. D. degree) who are 
actively practicing or teaching Obstetrics, Gyne- 
cology or Abdominal surgery.” 

(3) “Manuscripts must be presented under a 
nom-de-plume, which shall in no way indicate the 
author’s identity, to the Secretary of the Associa- 
tion together with a sealed envelope bearing the 
nom-de-plume and containing a card showing the 
name and address of the contestant.” 

(4) “Manuscripts must be limited to 5000 words, 
and must be typewritten in double-spacing on one 
side of the sheet. Ample margins should be pro- 
vided. Illustrations should be limited to such as 
are required for a clear exposition of the thesis.” 

(5) “The successful thesis shall become the 
property of the Association, but this provision 
shall in no way interfere with publication of the 
communication in the Journal of the Author’s 
choice. Unsuccessful contributions will be re- 
turned promptly to their authors.” 

(6) “Three copies of all manuscripts and illus- 
trations entered in a given year must be in the 
hands of the Secretary before June Ist.” 

(7) “The award will be made at the Annual 
Meetings of the Association, at which time the 
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successful contestant must appear in person to 
present his contribution as a part of the regular 
scientific program, in conformity with the rules 
of the Association. The successful contestant 
must meet all expenses incident to this presenta- 
tion.” 

(8) “The President of the Association shall an- 
nually appoint a Committee on Award, which, 
under its own regulations shall determine the suc- 
cessful contestant and shall inform the Secretary 
of his name and address at least two weeks before 
the annual meeting.” 

JAS. R. BLOSS, M. D., Secretary 
418 Eleventh St., Huntington, W. Va. 


BOOK REVIEWS 


Introduction to Dermatology. By Richard 
L. Sutton, Professor Emeritus of Derma- 
tology, University of Kansas Medical School; 
and Richard L. Sutton, Jr., Assistant Pro- 
fessor of Dermatology, University of Kansas 
Medical School. Fourth edition. Pp. 904, 
with 723 illustrations. Cloth. Price $9.00. 
St. Louis: C. V. Mosby Company, 1941. 


This text-book of dermatology represents 
an extensive revision of previous editions, 
with concise treatment of comparatively re- 
cent items, such as the ‘‘sulfamiracle’’ drugs 
and avitaminoses. The attached bibliography, 
including articles of 1940, brings the book 
thoroughly up to date. 

The authors have adopted the plan of pre- 
senting salient features in large type; and in- 
eluding rare variations from the normal, and 
discussions, in smaller type, which may be 
read or omitted at the discretion of the read- 
er. Illustrations, which are always of great 
value in a dermatological text-book, seem to 
be unusually clear and well selected for the 
feature to be depicted; and many of the pic- 
tures apparently are from the collection of 
the authors. The subject matter of the volume 
is handled in more or less orthodox fashion, 
beginning with introductory chapters on 
anatomy and physiology of the skin and gen- 
eral principles of treatment, to be followed 
by the simpler inflammations and purpuras, 
and ranging through the neuroses, pigmenta- 
tions, neoplasms, to diseases caused by defi- 
nite organisms. 

The book is ambitious in its scope, and is 
to be recommended to those doing general 
practice, as well as to those engaged in the 
practice of dermatology. 








Manual of Clinical Chemistry. By Miriam 
Reiner, M. Sc., Assistant Chemist, Mt. Sinai 
Hospital, New York. Pp. 296, with 18 illus- 
trations. Price, $3.00. New York: Intersci- 
ence Publishers, Inc., 1941. 


The manual is intended for internes and 
laboratory technicians Any choice of analyt- 
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ical methods must remain the consideration 
of the hospital chemist, and equally impor- 
tant, of the doctor in charge of patients. The 
physiological and pathological interpretation 
of results of chemical analyses rests with the 
physician, who must, therefore, know the rela- 
tive advantages and errors in any method he 
selects. The details of error and specificity 
of reactions are the field of the chemists. On 
these bases, the user of the manual, particu- 
larly if he be an interne, should read the two 
prefaces with care. 


The choice of methods leans heavily to 
those based on colorimetric estimation of 
products of reaction between blood, urine, 
spinal fluid, feces and a variety of chemicals. 
I think that a paragraph or two on the speci- 
ficity of colorimetric methods would have 
been desirable, in view of the intended audi- 
enee; color is easy to see but not easy to cor- 
relate with certain chemical constituents of 
body fluids or body excreta. The rapidity of 
colorimetric estimations is a recommendation 
to most hospital authorities and to internes 
treating or merely studying patients in criti- 
eal conditions; nevertheless, a rapid method 
of doubtful or untested specificity only 
seems to save time. The manual irticludes 
some methods which are open to this objec- 
tion; I refer especially to the much used but 
unreliable colorimetric estimation of amino 
acids by the method of Folin. Recent modi- 
fications, particularly that of Sahuyun and 
Goodell, have improved the specificity, but 
even these better methods have so far failed 
to oust the older one, and they in turn are 
less quantitative than the nitrous acid mano- 
metric method of Van Slyke or the formal 
titration of Sorensen. 

The manual would have been better had it 
separated methods used in elinical crises 
from those used mainly in the study of 
chronic diseases, and would have been very 
much better if errors, specificity, and inter- 
pretation of the ‘‘ecritical’’ methods.had been 
set out in detail. To many internes and to 
most technicians a method is a method, some- 
thing to be done without critical evaluation. 
Critical evaluation ought to be = induced 
whenever the analysis bears on clinical crises: 

With all these criticisms, the manual re- 
mains a useful handbook and contains many 
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well tried methods. It is a start for the in- 
terne and a reference for the technician. 





The Genuine Works of Hippocrates. Tran- 
scribed from the Greek by ancis Adams. 
Edited by Emerson Crosby Kelly, M. D. Pp. 
384. Fabricoid. Price, $3.00. Baltimore: 
Williams & Wilkins Company, 1939. 


Francis Adams, a Scottish surgeon, first 
published his translation in 1849; it imme- 
diately became a leading one, and now, nearly 
a century later, it still remains the most pop- 
ular one. He faithfully preserves the Hip- 
poeratie style of writing—clear, precise, sim- 
ple, with no semblance of self-laudation. Af- 
ter 2500 years, one is amazed at the powers 
of observation and description of the Father 
of Medicine. 


Dr. Kelly’s edition is confined to those 
writings regarded as genuine—a debatable 
theme even now. He has deleted most of 
Adams’ lengthy technical footnotes, leaving 
a connected story that runs smoothly.. The 
volume is a beautiful example of the book- 
maker’s art. Since Hippocrates is a ‘‘must’’ 
book on the list of every cultured physician, 
this edition should find wide acceptance. 





The 1940 Year Book of General Surgery. 
Edited by Evarts A. Graham, M. D., Professor 
of Surgery, Washington University. Pp. 816, 
with 326 illustrations. Cloth. Price, $3.00. 
Chicago: Year Book Publishers, Inc., 1941. 


This is the 40th Anniversary Edition of 
the Year Book on Surgery, and the 14th to 
be edited by Dr. Graham. The vast amount 
of work involved ean be glimpsed by stating 
that it represents his selection of 767 articles 
from 107 publications in 11 countries! This 
is not a text-book; it is a summary and digest 
of the most significant surgical papers pub- 
lished in 1940, carefully selected and edited, 
with frequent critical annotations from the 
vast experience of the editor. Every region 
of the body is covered; 98 operative pro- 
eedures (38 in detail) are included. There 
is a special section on Military Surgery. In 
a Special Foreword on Bronchiogenie Carei- 
noma Dr. Graham presents for the first time 


. the results in 101 eases of his own. 


The book is well printed, and the illustra- 


tions éxeéllent. The index of authors is com- 
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plete, but the subject index could be enlarged 
with benefit. 

If one should buy these Year Books each 
year he would have at his fingertips the best 
resume of modern surgical acivances in the 
English language. This 1940 volume is un- 
usually good. 





- How to Prevent Goiter. By Israel Bram. 
M. D., Medical Director, Bram Institute for 
Goiter and other Glandular Diseases. Pp. 182, 
with 21 illustrations. Cloth. Price, $2.00. 
New York: E. P. Dutton & Cornpany, 1941. 


Dr. ‘Bram: has been singularly successful 
in the medical treatment of goiter, and has 
written three books on the subject, for the 
profession. This volume, for the public, pre- 
sents the subject of thyroid disease in simple 
language that any patient can understand 
and follow. The presentation and medical 
treatment of goiter is discussed in consider- 
able detail, including diets, but the book 
makes no suggestion that the physician can 
be dispensed with. On the contrary, the au- 
thor makes it plain that a competent M. D. 
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must be on the job, and that this book is 
merely to assist the patient in understanding 
and following the doctor’s orders better. As 
such an adjunct, the book is heartily recom- 
mended. 





Macleod’s Physiology in Modern Medicine. 
Edited by Philip Bard, M. D., Professor of 
Physiology, Johns Hopkins University School 
of Medicine. Ninth edition. Pp. 1256, with 
387 illustrations. Cloth. Price, $10.00. St. 
Louis: C. V. Mosby Company, 1941. 


It has been only three years since the last 
edition of this famous work appeared, yet 
such is the rapid advance of physiology that 
the editor and his nine collaborators found it 
necessary to rewrite many chapters. The 
general style of previous editions is main- 
tained; secondary and controversial matters 
are in small type. The illustrations are good, 
the bibliography more than ample, and the 
index is excellent. The pale green paper, 
new in this edition, is weleomed. This ‘‘phy- 
siology’’ fully maintains the excellence and 
the completeness of its predecessors. 
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